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CASE REPORT
Delayed Rupture of Non-anastomotic Aneurysm of an Infected PTFE
Graft Following Femoropopliteal Bypass Surgery
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Department of Vascular Surgery, South Tyneside NHS Trust, South Shields, NE34 0PL, U.K.
Introduction
Non-anastomotic aneurysm formation and disruption
involving a prosthetic graft is exceedingly rare.1 We
report a case of non-anastomotic aneurysmal rupture
of an infected expanded polytetrafluoroethylene
(ePTFE) graft which presented as a deep-seated thigh
abscess with systemic sepsis. This complication has
not previously been reported.
Case Report
Fig. 1. Duplex scan showing the site of aneurysmal rupture sur-
rounded by haematoma together with the contrast in soft tissues.
A 77-year-old male presented with an acute onset of
a painful swelling in the right thigh without preceding
trauma. He was a known arteriopath, who had under- debridement with complete excision of the graft was
gone bilateral prosthetic femoropopliteal bypass sur- performed. Vein patches were placed on the native
gery 6 years earlier. On examination he was pyrexial, femoral and popliteal arteries and at the end of the
tachycardic and an exquisitely tender non-pulsatile procedure the appearance of the limb was satisfactory.
swelling was evident in the right upper thigh. The Postoperatively, the limb survived, with weak peri-
right lower limb was viable, with normal peripheral pheral pulses (ankle–brachial pressure index (ABPI=
pulsations. 0.8) and absent rest pain. Graft bacteriology cultures
Blood tests revealed leucocytosis and cultures grew grew Staphylococcus aureus. The patient remained well
Staphylococcus aureus. A duplex scan demonstrated for 6 months with short-distance claudication.
features suggestive of a leak from the femoropopliteal
bypass graft with false aneurysm (Fig. 1). The patient
was started on broad-spectrum antibiotics and a de-
Discussioncision was made to remove the infected graft. On-
table intra-arterial angiography revealed multiple graft
Occurrence of a non-anastomotic aneurysm in a pros-aneurysms with contrast escaping into soft tissues (Fig.
thetic graft is extremely rare and the true incidence is2). At operation the supporting external ring of the
not known. First description of rupture of an ePTFEePTFE graft (Impra) was found to be defective at
graft dates back to 1994 by Onoe et al.,1 where thetwo sites adjacent to the area of aneurysms. Radical
graft was neither associated with sepsis nor aneurysm
formation. The factors contributing to graft disruption* Please address all correspondence to: Y. K. S. Viswanath, 258,
Ovington Grove, Newcastle upon Tyne NE5 2QH, U.K. include manufacturing defects in the graft itself,
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Our patient had all clinical features suggestive of a
deep-seated thigh abscess. The patient’s poor general
condition, local and systemic sepsis precluded a limb-
salvage procedure at the time of wound debridement.
Extensive atherosclerotic narrowing of right lower
limb vessels with poor run-off on follow-up ar-
teriogram prevented a revascularisation procedure at
a later stage. We speculate that the defective external
ring might have caused weakening of the graft, re-
sulting in aneurysmal formation and graft rupture in
this case. Whether flaw in the supporting ring occurred
due to manufacturing defect or poor mechanical hand-
ling at the time of original operation is difficult to
ascertain. We were unable to provide the excised graft
for a detailed analysis. Also, we could not detect a
primary septic focus.
This case emphasises the importance of performing a
duplex scan in a patient with previous femoropopliteal
bypass graft presenting with an acute inflammatory
groin swelling. A strong clinical suspicion is man-
datory, to prevent the ruinous consequences which
could have followed incision of this swelling where
there is a provisional diagnosis of groin abscess.
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